TUFTS ki Health Plan

v

This is a Massachusetts Large Group Plan

This health plan meetsMinimum Creditable Coverage standards and willsatisfy the individual mandate thatyou have health
insurance

Masschusets Requirerrent to PuchaseHedth Insurarce: As of Aruary 1, 2009,the Mass&husets Hedth Care Rebrm Law requres that
Masschusets resicerts, eigheen(18) yeas of ageard older, musthave heath covelagethat meetsthe Minimum Credtable Coverage
stendards setby the Conmonwedth Hedth Insurarce Comector, unesswavedfromthe halth insurarce equrenert basel on
affordability or individud hadshp. For more irformation cal the Comectorat 1-877-MA-BENROLL or visit the Comector Web site
(www.maleathconrectororg). This hedth planmeetsMinimum Credtable Covelagestandardsthat are effecive Jaruary 1, 2010 as art of
the Massa&husets Hedth Care Rebrm Law. If you purchasethis plan youwill satsfy the stautory requremnert that you have reath
insurarce neetng these stadards. This disclosue isfor minimum crediable coveagestandardsthat are effecive Jaruary 1, 2010.Becase
these stadards may change, eviewyour hedth planmaterial eachyea to deemine whether your plan meetsthe laeststandards. If you
hawe glestonsatout this notice, youmay contactthe Divisionof Insurarce by caling (617) 521-7794r visiting its Web siteat
www.massgov/doi.



TUFTS ki Health Plan : Advantage PPO

Summary of Benefits and CoverageWhat thisPlanCovers & What it Costs

Coverage Period:1/1/2015 - 12/31/2015
Coverage for:IndividualFamly | Plan Type: PPO

This is only a summary.If you want more detaébout your coverage and costeu can get the complete termghe policyor plan
document atvww.tuftshealthplan.comor by caling 800-462-0224

Important Questions

What isthe overall
deductible?

Arethereother deductibles
for specific services?

I sthere an out-of-pocket
limit on my expenses?

What isnot included in
the out-of-pocket limit?

Isthere an overall annual
limit on what the plan pays?

Doesthisplan usea
network of providers?

Dol need areferral to see
agecialist?

Arethere servicesthisplan
doesn't cover?

$250 person/$500 family in-network medical
deductible per calendar year; $500
persor/$1,000 family out-of-network medical
deductible per cdendar year

Y es, $100 person/$200 family pharmacy
deductible per cdendar year

Y es, $1,000 persor/$2,000 family for
in-network medica and pharmacy expenses;
$2,000 persornV$4,000 family out-of-network
medical expenses

Premiums, balance-hilled charges, and hedlth
care this plan doesn't cover

No

Yes. For aligt of in-network providers, see

www.tuftshedlthplan.com, “find adoctor”, select

“Advantage HMO and PPO and Saver” from
the salect a plan dropdown lig, or call
800-462-0224.

No

Yes

Questions:Call 800-462-022%r vist us atwww.tuftshealthplan.com
If you aren’t clear about argf the bolded termsgsed irthis form,see the Glossary.

You can viewthe Glossanat www.tuftshealthplan.comor call800-462-02240 request copy.

051121151044-43701-PPO-Aduwage PPO-2015-0

You must pay al the costs up to the deductible amount before this plan
begins to pay for covered services you use. Check your policy or plan
document to see when the deductible starts over (usually, but not aways,
January 1st). Seethe chart starting on page 2 for how much you pay for
covered services after you meet the deductible.

You must pay al of the cogts for these services up to specific deductible
amount before this plan beginsto pay for these services.

The out-of-pocket limit isthe most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. Thislimit
helps you plan for hedth care expenses.

Even though you pay these expenses, they don't count toward the
out—of—{ocket limit.

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office vidts.

If you use an in-network doctor or other hedlth care providers, this plan will
pay some or al of the costs for covered services. Be aware, your in-network
doctor or hospita may use an out-of-network provider for some services.
Plans use the term in-network, preferred, or participating for providersin
their network. See the chart starting on page 2 for how this plan pays for
different types of providers.

Y ou can see the specialist you choose without permission from this plan.

Some of the services this plan doesn't cover are listed later in this summary.
See your policy or plan document for additiona information about excluded
services.
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* Copaymentsare fixed dollaramounts (for examg] $15) you pay for covered heattlre, usuallyvhenyou receivehe service.

A  Coinsuranceis your share of the costs of a covered servadcuated as a percent of talowed amount for the serviceFor exam, if
the plars allowed amount for an overnighhospital stays $1,000, yourcoinsurancepaynent of 20% would be $200. Thisaychangef
you haven’t meyourdeductible.

* The amount the plamaysfor covered servicas based on thallowed amount. If an out-of-networlprovider charges more thahe
allowed amount, you mayhaveto pay the diierence For examm, if an out-of-networkhospitalcharges $1,500 for an overnigtay and
theallowed amount is $1,000, you malgaveto pay the $500 diérence(Thisis calledbalance billing.)

* Thisplanmayencourage you tasean in-retwork providers by chargirg you lowerdeductibles copaymentsandcoinsuranceamounts.

Your cost if you use a

SO ServicesYou May Need In-network Provider Olizeirreivets | [Linhiidens & BEspians
Medical Event Provider (limits apply per calendaryear)
If you vist a , . :
o Primary care visit to treat an . 20% coinsurance
hez_alth care prowder S injury or illness $25 copayhvisit after deductible none
office or clinic
e - 20% coinsurance
Specidigt vist $25 copay/vist ~fter deductible none
Other practitioner officevisit | Deductiblefor chiropractor | 2070 0insurance | Spindl manipulations limited to 12 visits
after deductible per year.
Preventive 20% coinsurance
care/screening/immunization NICLEES after deductible none
If you have a test Diagnogtic test (x-ray, blood . 20% coinsurance
work) Deductible after deductible none
: : 20% coinsurance
Imaging (CT/PET scans, MRIs) | Deductible ~fter deductible none
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Common
Medical Event

If you need drugsto

ServicesYou May Need

Your cost if you use a

In-network Provider

Out-of-network
Provider

Limitations & Exceptions
(limits apply per calendaryear)

Retail cost shareisfor up to a 30-day

treat your illnessor $10 copay/prescription (retail); Reimbursable at supply; mail order cost shareisfor up to
condition Tier 1 - Generic drugs $10 copay/prescription (mail in-network level a90-day supply. Some drugs require
order) prior authorization to be covered. Some
drugs have quantity limitations.
Tier 2 - Preferred brand and some | S20 oPay/prescription (retal);
: $20 copay/prescription (mail
generic drugs order)
Tier 3 - Non-preferred brand $35 copay/ prescr!pt!on (retql);
drugs $35 copay/prescription (mail
order)
M ore Information about Limited to a 30-day supply when
prescription drug _ . provided by a designated specidty
coverageisavailable at Lm:z)edrigt);ggow w?g)elé/ with pharmacy. Some drugs require prior
www.tuftshealthplan.com | Speciaty drugs approp by Not covered authorization to be covered. Some drugs
.. above) when purchased & a o :
Thisisa M assachusetts desianated ialtv ohar have quantity limitations. Some specidty
Large Group Plan g specatyp ) drugs may aso be covered under your
medical benefit.
If you have Facility fee (e.g., ambulatory Deductible 20% coinsurance | Some surgeries require prior
outpatient surgery surgery center) after deductible authorization in order to be covered.
. : 20% coinsurance
Physician/surgeon fees Deductible ~fter deductible
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Common
Medical Event

If you need immediate

ServicesYou May Need

Your cost if you use a

In-network Provider

Out-of-network
Provider

Limitations & Exceptions

(limits apply per calendaryear)

medical attention Emergency room services $100 copay/vist Copay waived if admitted.
, . . Some emergency transportation requires
Emergency medica transportation | Deductible prior authorization to be covered
. Services with out-of-network providers
Urgent care gg gwjx::: ;8: PCP digt indde the service area are covered
el e subject to deductible and coinsurance.
If you havea - . . 20% coinsurance Some hospitdizations require prior
hospital stay eellissl G nespizliioniy) | [Beeleilels after deductible authorization to be covered.
. : 20% coinsurance

Physician/surgeon fee Deductible ~fter deductible
If you have mental
health, behavioral Menta/Behaviord hedth .. 20% coinsurance . . .
health, or substance outpatient services LD FRUET after deductible AlE e v el A s Fiice
abuse needs

Mental/Behaviora hedlth inpatient . 20% coinsurance . _— ,

SErVices Deductible ~fter deductible Prior authorization may be required.
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Common
Medical Event

If you have mental

ServicesYou May Need

Your cost if you use a

In-network Provider

Out-of-network
Provider

Limitations & Exceptions
(limits apply per calendaryear)

health, behavioral Substance use disorder outpatient . 20% coinsurance , _— .
health: orislbaance services $25 copay/vist ~fter deductible Prior authorization may be required.
abuse needs
Substance use disorder inpatient . 20% coinsurance . N .
Services Deductible ~fter deductible Prior authorization may be required.
If you are pregnant No charge for routine outpatient | 20% coinsurance
Prenatal and postnatal care office vists after deductible none
. N : . 20% coinsurance
Délivery and dl inpatient services | Deductible ~fter deductible none
If you need help
recovering or have : 20% coinsurance , o .
other special health Home hedlth care Deductible ~fter deductible Prior authorization is required.
needs
Short-term physical and occupationa
rebilitai : . 20% coinsurance | therapy limited to 30 visitsfor each type
R L [emeERess e el after deductible of service per year. Prior authorization
may be required.
Short-term physical and occupationa
I . . 20% coinsurance | therapy limited to 30 vigts for each type
Habilitation services Deductible after deductible of service per year. Prior authorization
may be required.
. . . 20% coinsurance Limited to 100 days per year. Prior
Sl EErs e el after deductible authorization is required.
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Your cost if you use a

Common . . Out-of-network | Limitations & Exceptions
: ServicesYou May Need In-network Provider : o

Medical Event Provider (limits apply per calendaryear)
If you need helhp
recovering or have , , . 30% coinsurance , _— .
other special health Durable medical equipment 30% coinsurance ~fter deductible Prior authorization may be required.
needs

Hospice service Deductible ELIERIET 18 Prior authorization is required

after deductible '

If your child needs . 20% coinsurance Limited to one visit every 24 months
dental or eyecare Eye exam $25 copaylvisit after deductible with an EyeMed vision care provider.

Glasses Not covered Not covered D!s_counts e/ €1 LTBUE D Ssilee

Vison Care.
Denta check-up Not covered Not covered none
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Excluded Services & Other CoveredServices:

ServicesYour Plan Does NOT Cover(This isn’'t a complete list. Check yourpolicy or plan document fordetails on these exclusions and f&
list of other excluded servicesg

* Acupuncture * Methadone matenance * Routine foot care

* Cosmeticsurgery * Non-emergencgare when travelg outside < Treatment that is expenentalor

» Dentalcare (Adult) the U.S. investigdional, for educationabr

* Long-term care/custodiahre e Private-dutynursing developrentalpurposes, odoes noimeet

Tufts HealthPlanMedicalNecessity
Guidelnes(with limited exceptions spdied
in your plandocument)

*  Weightloss programs

Other Covered Services (This isn’t a complete list. Check your policgr plan document for othercovered servicesand your costs for these
services.) Pleasmote: certain coverage limits and other requirementsnay apply.

» Bariatricsurgery » HearingAids (age 21 oryounger only * Routine eyeare (Adult) - samechedulas
» Chiropracticcare (spinamnanpulation) * Infertility treatment child eyeexam

Your Rights to Continue Coverage:

If you lose coverage under the plémen, dependmupon the circumstangdsederabnd Statdawsmayprovide protections that allow you to keep
healthcoverage. Anguch rightsnaybe Imited in duration andiill require you to pay premium, whichmaybe sigrficantly higherthan the
premumyou paywhile covered under the plaDther limtationson your rights to continue coverage nadgo apply

For more inform@on on your rightdo continue coverage, contact the pla@@®-462-0224You mayalso contact your statasurage department, the
U.S. Department of Labor, EmployBenefis Security Adnmistration at 1-866-444-327& www.dol.gov/ebsaor the U.S.Department of Healtand
HumanServicesat 1-877-267-232361565 orwww.cciio.cms.gov

Your Grievance andAppeals Rights:

If you havea complait or are dissatigd with a deral of coverage for claismunder your plaryou maybe abldo appealor file agrievance For
guestionsabout your rights, this notice, or assistalyoe, can contact Tufts Health PlslemberServicesat 800-462-02240r you maywrite to us at
Tufts HealthPlan,Appealsand Grievaces Department, 705 Mt. Auburn $.0. Box 9193Watertown,MA 02471-9193.
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Does thisCoverage Provide Minimum Essential Coverage?
The AffordableCare Act requires most people to havethezdre coverage thgualifesas “mnimum essentiatoverage.This plan or policy does
provide minimum essentialcoverage.

Does thisCoverage Meet the MinimumValue Standard?
The AffordableCare Act estables a nmimum valuestandard of benésiof a healtlplan. The mimnmum valuestandard is 60% (actuarizlue).This
health coveragedoes meethe minimum value standard forthe benefits it provides.

Other contactnformation: Departmerdf Labor's Empbyee Benafls SecurityAdministration,1-866-444-EBSA (3272)r
www.dol.gov/ebsa/hethireform

ConsumerAssistance Resource
If you need helpthe consumer assance programs Massachusetts or Rhode Islarah help/ou file your appeal.

Massachusetts Rhode Island

Contact: Health Care for All Contact: Rhode Island Department of Business Regulation
30 Winter Street, Suite 1004 1511 Pontiac Avenue, Bldg. 69-2

Boston, MA 02108 Cranston, Rl 02920

(800) 272-4232 (401) 462-9520

http://www.hcfama.org/helpline www.dbr.state.ri.us and www.ohic.ri.gov

LanguageAccess Services:

Spanishi{Espafiol): Para obtener asistarem Espafiollane al800-462-0224.
Tagablog(Tagalog): Kung kaslingaminyo ang tulong sa Tagalog tumawa68-462-0224.
Chirese(H 30): LT E R S EE), 15T 515 800-462-0224.

Navajo(Dine): Dinekehgo shikat'ohwol nimsingo, kwiijgo holne800-462-0224.

To see examples of how this plan might cover costs for a sample medicaksiudiBonext page.
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About these Coverage

Managing type 2 diabetes

Examp|es' Having a baby (routine maitenancef
' (oM G a well-controkd condition)
These examples show how this plan might _
cover medical care in given situations. Use H Amount owed to prOViderS: $7,540 H Amount owed to prOVIderS: $5,400
these examples to see, in general, how B Plan pays: $7,240 B Plan pays: $4,390
much financial protection a sample patient . _ . )
might get if they are covered under B Patient pays: $300 B Patient pays: $1,010
different plans. Sample carecosts: Sample carecosts:
Hospitalcharges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 MedicalEquipmehand Supplies $1,300
This is Hospitalcharges (baby $900 Office Vists and Procedures $700
not a cost : :
estimator. Anesthesi $900 Education $300
Laboratory tests $500 Laboratory tests $100
Don’t use these examples to . . .
estimate your actual costs Prescriptions $200 Vaccines, otherpreventive $100
under this plan. The actual Radiology $200 _
care you receive will be . :
different from these vaccine, otherpreventive $40 Patient pays:
care will also be different.
Patient pays: Copays $700
See the next page for : _
important information about Deductibés $300 Coinsurance $30
these examples. Copays $0 Limits or exclusins $80
Limits or exclusins $0
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Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

Costs don’t includgremiums.

averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health
plan.

The patient’s condition was not an
excluded or preexisting condition.

All services and treatments started and
ended in the same coverage period.
There are no other medical expenses
for any member covered under this
plan.

Out-of-pocket expenses are based only
on treating the condition in the
example.

The patient received all care from
participatingproviders. If the patient
had received care from
non-participatingproviders, costs

would have been higher.

What does a Coverage Example
show?

Can | use Coverage Examples to
compare plans?

For each treatment situation, the Coverage v' Yes.When you look at the Summary of
Sample care costs are based on national Example helps you see hdeductibles

copayments andcoinsurancecan add up.

It also helps you see what expenses might be

left up to you to pay because the service or
treatment isn’'t covered or payment is
limited.

Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Does the Coverage Example predict Are there other costs | should

my own care needs?

X No. Treatments shown are just
examples. The care you would receive
for this condition could be different

based on your doctorj;s advice, your age,
how serious your condition is, and many

other factors.

Does the Coverage Example predict
my future expenses?

X No. Coverage Examples amet cost

estimators. You can't use the examples to

estimate costs for an actual condition.

They are for comparative purposes only.

Your own costs will be different
depending on the care you receive, the
prices youproviders charge, and the
reimbursement your health plan allows.

Questions:Call 800-462-022%r vist us atwww.tuftshealthplan.com
If you aren’t clear about argf the bolded termsgsed irthis form,see the Glossary.
You can viewthe Glossanat www.tuftshealthplan.comor call800-462-02240 request copy.

consider when comparing plans?

v Yes.An important cost is theremium

you pay. Generally, the lower your
premium, the more you’ll pay in
out-of-pocket costs, such aspayments
deductibles andcoinsurance You

should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSASs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expenses.
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